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Application 
 
Please note that if any information in this Application changes or if the sponsor discovers 
that any information is incorrect, the sponsor is required to promptly report the change or 
inaccuracy. 
 
Send, using the U.S. Postal Service, a hardcopy of the signed original ERRP Application (i.e. 
not a photocopy) and Attachments (if any) to: 
 
HHS ERRP Application Center 
4700 Corridor Place  
Suite D 
Beltsville, MD 20705 
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An asterisk (*) identifies a required field.  

PART I: Plan Sponsor and Key Personnel Information  

A. Plan Sponsor Information  

1) *Organization’s Name (Must correspond with the information associated with the Federal Employer 

Tax Identification Number (EIN): ________________________________________________________________ 

2) *Type of Organization (Check the one category that best describes your organization):  

____ Government  

____ Union  

____ Religious  

____ Commercial  

____ Non-profit  
 

3) *Organization’s Employer Identification Number (EIN): ____ - ______________________ 

4) *Organization’s Telephone Number: _____ - ______ -  ______ ext.__________  

5) Organization’s FAX Number: ______ - ______ - ______ ext.__________ 

6) *Organization’s Address (must be the address associated with the EIN provided above):  

* Street Line 1: ___________________________________  

Street Line 2: ____________________________________ 

*City: ______________________ 

 *State/US Territory: _________________________  

*Zip Code: ____________________________  

7) Organization’s Website Address:___________________________________________________  
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B. Authorized Representative Information  

1) *First Name: _________________________________________________  Middle Initial (optional): _____  

 *Last Name: ____________________________________________________ 

2) *Job Title: ______________________________________  

3) *Email Address: _______________________________________________  

4) *Telephone Number: ______ - ______ - __________ ext__________  

5) FAX Number: ______ - ______ - __________ ext__________  

6) *Employer Name: ________________________________________________________ 

7) *Authorized Representative Business Address:  

*Street Line 1: ___________________________________  

Street Line 2: ____________________________________ 

*City: ______________________ 

*State/US Territory: _________________________  

*Zip Code: ____________________________  

C. Account Manager Information 

1) *First Name: _________________________________________________  Middle Initial (optional): _____  

 *Last Name: ____________________________________________________ 

2) *Job Title: ______________________________________  

3) *Email Address: _______________________________________________  

4) *Telephone Number: ______ - ______ - __________ ext__________  

5) FAX Number: ______ - ______ - __________ ext__________  

6) Employer Name: ________________________________________________________ 

7) Account Manager Business Address:  

Street Line 1: ___________________________________  

Street Line 2: ____________________________________ 

City: ______________________ 

State/US Territory: _________________________  

Zip Code: ____________________________ 
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PART II: Plan Information  

A. Plan Information  

1) *Plan Name: ___________________________________________________________________________________________________ 

2) *Plan Year Cycle:  Start Month/Day: _______  / ________   End Month/Day: ______  /  _______ 

B. Benefit Options(s) Provided Under this Plan 

This section of the application has been removed.  

C. *Programs and Procedures for Chronic and High-Cost Conditions  

A sponsor cannot participate in the Early Retiree Reinsurance Program unless, as of the date of its 

application for the program is submitted, its employment-based plan has in place programs and 

procedures that have generated or have the potential to generate cost savings with respect to plan 

participants with chronic and high cost conditions. The program regulations define “chronic and high 

cost condition” as a condition for which $15,000 or more in health benefit claims are likely to be 

incurred during a plan year by one plan participant.  Please identify at least two chronic and high cost 

conditions for which the employment-based plan has such programs and procedures in place, and 

summarize those programs and procedures, including how it was determined that the identified 

conditions satisfy the $15,000 threshold.  Also, please identify the nature of each such program (e.g., 

disease management, case management, wellness program, etc.). If necessary to provide a complete 

response, the sponsor may submit additional pages as an attachment to the application.  Please 

reference such attachment in this space. 
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D. *Estimated Amount of Early Retiree Reinsurance Program Reimbursements 

Please estimate the projected amount of proceeds you expect to receive under the Early Retiree 

Reinsurance Program for the plan identified in this application, for each of the first two plan year cycles 

identified in this application. If you wish, you may provide a range of expected program proceeds that 

includes: (1) a low-end estimate of expected program proceeds, (2) an estimate that represents your 

most likely amount of program proceeds, and (3) a high-end estimate of expected program proceeds.  

For purposes of this estimate only, please assume for each of those plan year cycles that there will be 

sufficient program funds to cover all claims submitted by the Plan Sponsor that comply with program 

requirements, although this might not be the case. If necessary to provide a complete response, the 

sponsor may submit additional pages as an attachment to the application.  Please reference such 

attachment in this space. 

 

First Plan Year Cycle 

Low Estimate (optional): _________________ 

*Most Likely Estimate: ___________________ 

High Estimate (optional): _________________ 

Second Plan Year Cycle 

Low Estimate (optional): _________________ 

*Most Likely Estimate: ___________________ 

High Estimate (optional): _________________ 
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E. *Intended Use of Early Retiree Reinsurance Program Reimbursements 

1. Please summarize how your organization will use the reimbursement under the Early Retiree 
Reinsurance Program (ERRP) by checking the appropriate box that appears next to (a), (b) or (c): 

(a) To reduce health benefit or health benefit premium costs for the sponsor of the employment-
based plan (i.e., to offset increases in such costs);  
 
(b) To reduce, or offset increases in,  premium contributions, copayments, deductibles, coinsurance, 
or other out-of-pocket costs (or combination of these) for plan participants; or  
 
(c)To reduce or offset increases for a combination of any of these costs (whether reducing or 
offsetting increases in sponsor costs or reducing, or offsetting increases in, plan participants’ costs).   
 
For assistance with answering this question, you may wish to view the program regulations and 
Common Questions at www.errp.gov for information on permissible uses of ERRP reimbursement.   

2. If the sponsor indicated in the above question that it intends to use any of the reimbursement under 

the ERRP to reduce the sponsor’s health benefit or health benefit premium costs (i.e., the sponsor 

checked either (a) or (c) above), the ERRP regulation requires a sponsor to maintain its level of 

contribution toward the plan, solely as a way of ensuring that the sponsor does not violate the statutory 

prohibition on using program funds as general revenue. Therefore, if the sponsor checked either (a) or 

(c) above, the sponsor must attest to the following by checking the box below: 

____ Sponsor will maintain its level of contribution toward the plan, as a way of ensuring that sponsor 

does not violate the statutory prohibition against using ERRP funds as general revenue. 
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PART III. Plan Sponsor Agreement 

1.  Compliance: In order to receive program reimbursement(s), Plan Sponsor agrees to comply with 

all of the terms and conditions of Section 1102 of the Patient Protection Act (P.L. 111-148) and 45 

C.F.R .Part 149 and in other guidance issued by the Secretary of the U.S. Department of Health & 

Human Services (the Secretary), including, but not limited to, the conditions for submission of data 

for obtaining reimbursement and the record retention requirements.  

2.  Reimbursement-Related and Other Representations Made by Designees: Plan Sponsor may be 

given the opportunity to identify one or more Designees (i.e., individuals the Sponsor will authorize 

to perform certain functions on behalf of the Sponsor related to the Early Retiree Reinsurance 

Program, such as individual(s) who will be involved in making program reimbursement requests).  

Plan Sponsor affirms that all individuals that will be identified as Designees will have first been 

given authority by the Plan Sponsor to perform those respective functions on behalf of the Plan 

Sponsor. Plan Sponsor understands that it is bound by any representations such individuals make 

with respect to the Sponsor’s involvement in the Early Retiree Reinsurance Program, including but 

not limited to the Sponsor’s reimbursement under, the program.    

3.  Written Agreement: Plan Sponsor affirms that, prior to submitting a Reimbursement Request, it 

has executed a written agreement with its health insurance issuer(s), employment-based plan, and 

other entities participating in the administration of the plan, regarding disclosure of information, 

data, documents, and records to HHS, and the issuer or plan agrees to disclose to HHS, on behalf of 

the Plan Sponsor, at a time and in a manner specified by the HHS Secretary in guidance,  the 

information, data, documents, and records necessary for the Plan Sponsor to comply with the 

requirements of the Early Retiree Reinsurance Program, as specified in 45 C.F.R. 149.35.  

4.  Use of Records: Plan Sponsor understands and agrees that the Secretary may use data and 

information collected under the Early Retiree Reinsurance Program only for the purposes of, and to 

the extent necessary in, carrying out Section 1102 of the Patient Protection Act (P.L. 111-148) and 

45 C.F.R. Part 149 including, but not limited to, determining reimbursements and reimbursement-

related oversight and program integrity activities, or as otherwise allowed by law.  Nothing in this 

section limits the U.S. Department of Health & Human Services’ Office of the Inspector General’s 

authority to fulfill the Inspector General’s responsibilities in accordance with applicable Federal 

law.   
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5.  Obtaining Federal Funds: Plan Sponsor acknowledges that the information furnished in its Plan 

Sponsor application is being provided to obtain Federal funds. Plan Sponsor affirms that it requires 

all subcontractors, including plan administrators, to acknowledge that information provided in 

connection with a subcontract is used for purposes of obtaining Federal funds. Plan Sponsor 

acknowledges that reimbursement of program funds is conditioned on the submission of accurate 

information. Plan Sponsor agrees that it will not knowingly present or cause to be presented a false 

or fraudulent claim. Plan Sponsor acknowledges that any excess reimbursement made to the Plan 

Sponsor under the Early Retiree Reinsurance Program, or any debt that arises from such excess 

reimbursement, may be recovered by the Secretary. Plan Sponsor will promptly update any changes 

to the information submitted in its Plan Sponsor application. If Plan Sponsor becomes aware that 

information in this application is not (or is no longer) true, accurate and complete, Plan Sponsor 

agrees to notify the Secretary promptly of this fact. 

6.  Data Security: Plan Sponsor agrees to establish and implement proper safeguards against 

unauthorized use and disclosure of the data exchanged under this Plan Sponsor application. Plan 

Sponsor recognizes that the use and disclosure of protected health information (PHI) is governed 

by the Health Insurance Portability and Accountability Act (HIPAA) and accompanying regulations. 

Plan Sponsor affirms that its employment-based plan(s) has established and implemented 

appropriate safeguards in compliance with 45 C.F.R. Parts 160 and 164 (HIPAA administrative 

simplification, privacy and security rule) in order to prevent unauthorized use or disclosure of such 

information. Sponsor also agrees that if it participates in the administration of the plan(s), then it 

has also established and implemented appropriate safeguards in regard to PHI. Any and all Plan 

Sponsor personnel interacting with PHI shall be advised of: (1) the confidential nature of the 

information; (2) safeguards required to protect the information; and (3) the administrative, civil 

and criminal penalties for noncompliance contained in applicable Federal laws.  

7.  Depository Information: Plan Sponsor hereby authorizes the Secretary to initiate reimbursement, 

credit entries and other adjustments, including offsets and requests for reimbursement, in 

accordance with the provisions of Section 1102 of the Patient Protection Act (P.L. 111-148) and 45 

C.F.R Part 149 and applicable provisions of 45 C.F.R. Part 30, to the account at the financial 

institution (hereinafter the “Depository”) identified by the Plan Sponsor. Plan Sponsor agrees to 

immediately pay back any excess reimbursement or debt upon notification from the Secretary of 

the excess reimbursement or debt. Plan Sponsor agrees to promptly update any changes in its 

Depository information.  

8. Policies and Procedures to Detect Fraud, Waste and Abuse.  The Plan Sponsor attests that, as of 
the date this Application is submitted, has in place policies and procedures to detect and reduce 
fraud, waste, and abuse related to the Early Retiree Reinsurance Program. The Plan Sponsor will 
produce the policies and procedures, and necessary information, records and data, upon request by 
the Secretary, to substantiate existence of the policies and procedures and their effectiveness, as 
specified in 45 C.F.R. Part 149. 

9. Change of Ownership: The Plan Sponsor shall provide written notice to the Secretary at least 60 

days prior to a change in ownership, as defined in 45 C.F.R, 149.700. When a change of ownership 

results in a transfer of the liability for health benefits costs, this Plan Sponsor Agreement is 

automatically assigned to the new owner, who shall be subject to the terms and conditions of this 

Plan Sponsor Agreement. 
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 Signature of Plan Sponsor Authorized Representative  

I, the undersigned Authorized Representative of Plan Sponsor, declare that I have legal authority to 

sign and bind the Plan Sponsor to the terms of this Plan Sponsor Agreement, and I have or will 

provide evidence of such authority. I declare that I have examined this Plan Sponsor Application 

and Plan Sponsor Agreement. My signature legally and financially binds the Plan Sponsor to the 

statutes, regulations, and other guidance applicable to the Early Retiree Reinsurance Program 

including, but not limited to Section 1102 of the Patient Protection Act (P.L. 111-148) and 45 C.F.R. 

Part 149 and applicable provisions of 45 C.F.R. Part 30 and all other applicable statutes and 

regulations. I affirm that the information contained in this Plan Sponsor Application and Plan 

Sponsor Agreement is true, accurate and complete to the best of my knowledge and belief, and I 

authorize the Secretary to verify this information. I understand that, because program 

reimbursement will be made from Federal funds, any false statements, documents, or concealment 

of a material fact is subject to prosecution under applicable Federal and/or State law.  

*Signature _____________________________________________________________________________________ 

Only the Authorized Representative specified in Part I.B. can sign this agreement. 
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